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PREFACE 


A well developed system of medical services is very important for the society as 
it contributes positively towards the development of human capital. Good health, proper 
nutrition and educational achievements are not merely attributes which increase income 
of individuals and contribute positively towards economic growth, but are qualities 
desirable for the upliftment of both the individuals as well as the society as a whole. 

Despite the persistent resource constraints the government has been striving at 
providing health services in the country. However, the state continues to lag behind 
other states and the national average when we look at indicators of health. 
Consequently the state faces a challenge in fighting various communicable and non- 
communicable diseases, malnutrition and other problem particularly in rural areas, 

The U.P. Health Systems Development Project, Lucknow sponsored a project to 
address some of these issues. The study was undertaken by the Neuro Psychiatry 
Department of the KGMU in the districts of Barabanki, Gorakhpur and Muzaffarnagarto 
develop positive health seeking behaviour with the use of minimal human and capital 
resources and build a system to generate demand and awareness regarding health care. 

Once the KGMU submitted its report the UPHSDP then asked the Giri Institute of 
Development Studies to evaluate the work done by the KGMU to know whether the work 
undertaken by them has achieved the desired results or not. We are therefore thankful 
to the UPHSDP in reposing faith in us and providing us financial support to conduct the 
study. We are thankful to Mrs, Shalini Prasad who was the Project Director while the 
study was formulated and initiated and to Mr. Shailesh Krishna the present Director who 
has joined UPHSDP only recently. We received complete support from Dr. C.K. Singhal 
and Mrs. Neena Shukla from the initial to the final stages of the study and, therefore, we 
wish to record our gratitude to them for their kind co-operation. 

We are also thankful to Prof. A.K. Singh, Director of the institute for providing 
complete support to us in the conduct of the study. 

We were very ably supported by the a team of enthusiastic and hard working 
staff namely Mr. B.S. Koranga, Mr. S.K. Trivedi, Mr. K.S. Deoli, Mr. R.C. Verma and Mr. 
Mewa Lai who handled the field work and tabulation work efficiently. The drafting and 
finalization of the report was deftly handled by Mr. Manoharan, K and we express our 
thanks to all of them. We would like to make special mention of Mr. Tauheed Alam who 
was of immense help during the power point presentation of the inception and draft 
report. 


Luckjiow 

22/11/2005 


Y.P Singh 
P.S, Garia 
A. Joshi 




I.l WTRODOCTION 


Ever since the inception of planning in the country every successive plan has been 
allocating funds for providing improved medical facilities to its teeming millions. Even in the 
case of Uttar Pradesh the same holds true. From a modest allocation of Rs. 13.03 crore during 
the First Five Year Plan the State Government has allocated Rs.2405.43 crore during the Tenth 
Plan. The State has a high rural population and so we have a four-tier system of medical 
services. At the lowest level is the sub-health centre and is followed by the Primary Health 
Centre (PHC) and the Community Health Centre (CHC), At the apex is the district hospital. As a 
result of these investments in health services there have been improvements in some key 
indicators of health such as birth rate which has gone down from 44,9 per thousand in 1971 to 
31,6 in 2001. Similarly death rate has declined from 20.1 to 1971 to 9.7 in 2001. Consequently 
the expectancy of life has gone up from 49,0 year during 1971 to 63.8 years by 2001, However, 
in spite of these developments, U.P. continues to remain below the national average in terms of 
the indicators of health and the state faces a challenge in fighting various communicable and 
non-communicable diseases, malnutrition and other problems particularly in rural areas where 
access to medical care facilities remains an issue. 

The U.P. Health Systems Development Project therefore sponsored a pilot project in 
order to address these issues related to public health. This study was undertaken by the Neuro 
Psychiatry Department of KGMU in the districts of Barabanki, Gorakhpur and Muzaffarnagar to 
develop positive health seeking behaviour with the use of minimal human and capital resources 
and build a system to generate demand and awareness regarding health care. 

The KGMU team undertook the task of behaviour intervention in 500 rural households 
covering five villages and 500 urban households covering five 'mohaUa^' in Barabanki district. 
In the case of Gorakhpur and Muzaffarnagar only 25 households each were selected in rural 
and urban areas of each district. The duration of their study was 18 months. 

Once the report was submitted by the KGMU team the U.P. Health Systems 
Development Project was keen to know whether the work undertaken by them had achieved 
the desired results or not. It was for this reason that they entrusted the task of evaluating the 
study to the Giri Institute of Development Studies, Lucknow. The study had the following 
objectives. 
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L2 OBJECTIVES OF THE STUDY 

(i) To find out the changes in morbidity of acute illness; 

(ii) To find the degree of satisfaction in the community; 

(iii) To find out the acceptability of the behaviour intervention package by the community; 
and 

(iv) To find out the cost effectiveness of the study. 

L3 SAMPLE SIZE AND METHODOLOGY 

The study was based on a survey of 50 per cent of the households selected by the 
KGMU for behaviour intervention (The Control Group). Besides this it was also proposed to 
carry out a survey of the uncontrolled group as well from each district. Therefore, the total 
sample which was to be covered is indicated below: 


Table LI; Details of the Proposed Samples 


District 

Rural Households 

Urban Households 

Total 

Barabankt: 

(i) Control Group 

125 

125 

250 

(ii) Uncontrolled Group 

50 

50 

100 

Gorakhpur: 

(i) Control Group 

15 

15 

30 

(ii) Uncontrolled Group 

10 

10 

20 

Maaaffamagar: 

(i) Control Group 

15 

15 

30 

(ii) Uncontrolled Group 

10 

10 

20 

Total: 

(i) Control Group 

155 

155 

310 

(ii) Uncontrolled Group 

70 

70 

140 


Besides survey of the controlled and uncontrolled groups the study had also proposed to 
survey all the interns who had been selected by the KGMU team and also some influential 
persons or NGOs from the area where behaviour intervention had been carried out by the 
KGMU team. 

1.4 TOOLS 

The survey was carried out with the help of structured schedules prepared separately 
for the controlled and uncontrolled groups and for the interns in order to obtain informations 
covering all aspects of the behaviour intervention package. 

For obtaining information from the influential person and NGOs it was decided to have 
focussed group discussions with Gram Pradhan, NGO, PHC doctor, etc. 
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2-5 ACTUAL SampLE coV'EkEo 


The KGMU had covered 100 households each from five-selected villages of Barabanki 
representing the rural area and 100 households from five mohallas representing the urban 
areas of the district. For the purpose of our evaluation we took 25 households from each 


selected location from both rural and urban areas of Barabanki. 


In the case of Gorakhpur and Muzaffarnagar the KGMU selected a sample of only 25 
households from one village and 25 households from one urban mohalla from each of these 
districts. We had proposed to survey at least 15 households from each location and in each 


district. 


Besides the controlled group it was also decided to select a sample of 10 households 
from rural location and urban location in each of our selected districts. 

Thus the actual sample covered by us is being indicated in Table-1,2. 

Table 1.2; Actyai Sam isle Covered- Controlled and Uncontrolled Grouo 



District 


1. Barabanki (Rural 


(a) Harakh 

(b) Israuliseth 

(c) Abahipur 

(d) Ibrahimabad 
e) Mohana 


Barabanki (Urban 


(a) Balmiki Nagar 

(b) Lakhpedabagh 

(c) Durgapuri 

(d) Satya Premi Nagar 
e) Peerbatawan 


2. Gorakhpur 


(i) Rural-Araji Chauri 

(ii) Urban-Humayunpur 


Controlled Grou 


125 


25 

25 

25 

25 

25 


125 


25 

25 

25 

25 

25 


Uncontrolled Gi 


50 


,0 
,0 
0 
10 
10 


50 


10 

10 

10 

10 

10 





The KGMU had selected people from the rural and urban localities to function as 
community interns. They were to facilitate in carrying out the intervention work in the selected 
districts. Around four interns were selected in each location and we covered ail of them. The 





actual numbers contacted are shown in Table 1.3. 











Table 1.3: Number of interns surveyed In each district 



iBiigfasfiw 


1. Ba 


(a) Harakh 

(b) Israuliseth 

(c) Abahipur 

(d) Ibrahimabad 

(e) Mohana 


Barabanki (Urban' 


(a) Balmikinagar 

(b) Lakhpedebagh 

(c) Durgapuri 

(d) Satya Premi Nagar 

(e) Peer batawan 


No. of Interns 
23 


5 

5 

4 

4 

5 


22 


5 

5 

4 

5 
3 




(a) Rurai-Araji Chauri 
b) Urban-Humayunpur 


3. Muzaffarnaqar 



Besides the survey of the controlled group, the uncontrolled group and the interns we 
also had discussions with a few influential persons like the Village Pradhan, active NGO, 
counseilors or the staff at the PHC to obtain their views regarding the intervention programme 
carried out by the KGMU in Barabanki. Hie number of such persons with whom we held 
discussion included four persons from the rural areas and three from urban areas respectively. 
In the case of Gorakhpur the Village Pradhan expressed hi ignorance about the scheme. The 
Pradhan of the village in Muzaffarnagar could not be contacted but his brother informed that 
the KGMU team had visited the village once and had contacted a few individuals. 

This sums up the sample which we covered during the study. 




While our survey confirmed that the KGMU team had worked in the districts of 
Barabanki and Gorakhpur, there was no work done in Muzaffarnagar neither in the village of 
Pachenda Kala nor in the urban iocaiity of Brahmpuri as indicated by the KGMU. 

Brahmpuri is.a relatively posh locality of Muzaffarnagar and three members of the KGMU 
team met Dr. Ranjit Singh who, besides being a qualified doctor, is also running a NGO "Lok 
Kalyan Sewi Samiti". Dr. Ranjit has informed that they contacted him on two days and simply 
enquired from him about some other suitable individuals who could be made interns. The 
names of Dr. Harbssr Singh and Mr. Mohammad Rafiq were suggested by Dr. Ranjit. However, 
the KGMU team did not contact them at all as reported by Dr. Harbeer Singh. Dr. Ranjit Singh 



iilf 


liil 

I 
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was also requested by the KGMU team to invite some individuals living in the vicinity of the 
Doctors residence. These are some of the names, which figure in the KGMU list of contact 
group members. However no discussion regarding the intervention was held with these 
individuals, 

The KGMU team asked Dr. Ranjit to get a board painted indicating the health club. 
They also gave him eight posters and promised to return soon so that intervention work could 
be initiated. However neither did they pay towards the cost of getting board painted nor did 
they return as promised by them. Consequently, no work was done in the locality of 
Brahmpuri. 

As for the village of Pachenda Kala is concerned it is on the outskirts of Muzaffarnagar 
city at a distance of around 6 kilometres. A total of five members visited the village and met 
the ex-Pradhan and asked him to collect a few villagers so that they could talk to them. The 
team spent barely a couple of hours in the village and gave them a general lecture regarding 
cleanliness etc. Those who had gathered were included in the list of contract group members 
as well as interns. However, except for one individual Shrl Satyendra Kumar the other interns 
were not even informed that they were being selected for this work or the type of work, which 
was expected of them. The team promised to return to the village with other doctors to create 
awareness among people related to health care. The team did not make a second visit to the 
village. 

We contracted 16 people in the village who have been listed among the selected 
beneficiaries and they confirmed that the KGMU team did not contact them. Similarly we met 
15 beneficiaries from the list indicated by KGMU In the urban locality and they also confirmed 
that no one from KGMU or interns visited them. 

To verify the same we also interviewed 10 members each from rural and urban locations 
representing the uncontrolled group and they too knew nothing about any work done by the 
KGMU, 

Since the KGMU did not do any work in the district, no anaiysis has been done 
by us for Muzaffarnagar and the focus of the study are the districts of Barafaanki and 

Gorakhpur. 


IMPACT OF THE IMTERVENTION 
OM CONTROL GROUP 

In the prevfous chapter we have discussed in brief a bout the study, its methodofogy and 
sample size, etc. This chapter proposes to deal with the controlled group members who were 
beneficiaries of the intervention carried out by the team of doctors from the fCGMU, We shall 
indicate the socio-economic background of these individuals and the impact and perception 
which resulted from the work carried out by KGMU in the districts of Barabanid and Gorakhpur. 

S€X:iO--ECQWOMIC BACfCGROyWD OF THE BENEFICIARIES 

As has been already indicated, the intervention was carried out in five villages and five 
urban mohallas of Barabanki and only one village and one urban mohalla from Gorakhpur. The 
sample covered by us included 125 beneficiaries from rural and urban areas respectively in 
Barabanki and 21 and 16 beneficiaries each from the rural and urban areas respectively in the 
case of Gorakhpur, The socio-economic background of the selected beneficiaries is given In 
Table 2.1. 

In the rural areas of Barabanki the beneficiaries were concentrated in the age group 25- 
45 years and 45-60 years since around 37 and 39 per cent of our total sample was found 
concentrated in these two age groups. The pattern In the five villages follows a similar pattern. 
As far as the urban area is concerned the maximum concentration Is in the 45-60 years age 
group since this group alone accounts for almost 50 per cent of the total sample. Even in the 
case of Gorakhpur maximum concentration was found in the 45-60 years age group in the rural 
areas. However, in the urban area the beneficiaries are not concentrated in any specific age 
group. 

From the point of view of caste-wise distribution our sample from rural areas was 
heavily concentrated in the OBC category (around 55 per cent). At the village level the 
exceptions were Ibrahimabad and Mohana where the general caste population were relatively 
higher. Contrary to- this the general caste was the dominant category in the urban areas in 
Barabanki with a total sample of around 46 per cent. At the level of Individual mohallas, 
however, there were some variations In Balmikinagar and Satyapremi Magar the SC/ST 
category was the dominant caste while the OBC families were in greater proportion in 
Peerbatawan, In both rural and urban areas of Gorakhpur most of the beneficiaries were from 
the general caste. 
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Looking at the educational level of the beneficiaries it was encouraging to note that 
illiterates were relatively few in number. Less than 20 per cent from rural and barely 10 per 
cent in the urban areas were found illiterate. In the rural areas the concentration was found 
among those who had studied upto Class vm (42 per cent). Nearly 30 per cent had an 
educational qualification upto Intermediate level. If we look at the data on the village-wise 
basis a similar trend is observed. In the case of the urban areas those who are educated are 
almost evenly distributed between the different levels of education. Around one-third were 
graduates or above. Even in the case of Gorakhpur a similar trend was observed. 




I ■■ 


Actual Sample 


iTfTfflCfmITil 


Below 25 years 
25 — 45 years 
45 — 60 years 
Above 60 years 
lasti 
nera 
/ST 


Barabanki 

Urban 






4. Average size of Households 


S.Income Category: 

Low 

Medium 

High 


6. Average income of 

respo ndent 

7, Average income of the 
household 


Rural Urban 


1 1 


21 16 



N.B.: In Barabanki, the names of vitages and urban locdilies are as follows: 

Rural - 1. Harakh; 2. Israuliseth; 3. Abahipur; 4. Ibrahimabad ; 5. Mohana. 

Urban- 1. B^mikinagar; 2. Lakhpedebagh; 3. Durgapuri ; 4. Satya Premi Nagar ; 5. Peerbatawan 
In Gorakhpur 
Rural - 1. Araji Chauri 
Urban- 1. Humayunpur 

P.S.: In all the other tables the villages and 'mohallas' have been given in the same sequence. 
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The average size of the household was close to 7 in the rural areas of Barabanki while in 
the urban areas it was around 6.5. In Gorakhpur, however, the size of the househoid was 
above 8 in the rural areas but was only around 6.5 in the urban areas. 

We made an effort include in our sample people betonging to low, medium and high 
income categories. While in the rural areas we were able to distribute the sample almost evenly 
in the three categories, it was not easy to find people from the low Income category in the 
urban areas and so a relatively higher share of the total sample is represented by the middle 
and higher income categories in the case of Barabanki. In Gorakhpur, while we had an almost 
even distribution in the urban area, our sample in the rural area was mainly concentrated in the 
middle income category. The overall average household income In rural Barabanki worked out 
to around Rs.62 thousand per annum whereas in the urban areas it was Rs.97 thousand. There 
were, of course, variations in the income between different villages and between different 
urban locations (Table 2.1). 

II.2 IMTERVEg^TION CARRIED OUT BY THE KGMU 

In order to obtain the Information about the work carried out by the KGMU team related 
to behaviour intervention we had asked the beneficiaries various questions related to the type 
of work done by the team, what aspects of health care etc. were discussed by them, and the 
number of team members and the frequency of their visits, etc. These details have been 
tabulated and are being presented in Table 2.2. 

The response has been unanimous from both districts that the KGMU team did visit their 
districts covering both rural and urban areas. In terms of making people aware related to 
aspects of daily living it seems that the primary focus of the team was to inculcate the habit of 
general cleanliness and in maintaining a systematic daily routine in the rural areas. This is being 
felt because even after a time gap of almost two years nearly 90 per cent and 67 per cent 
respondents recall these two aspects on which the KGMU had laid stress. Their recollection 
regarding the other aspects of daily living such as regular exercise, need for proper ventilation, 
potable water and the need to have a harmonious atmosphere In the house where elders are 
respected and cared for are the aspects remembered by for fewer respondents. In the urban 
areas, however, the response levels were high with almost every aspect of daily living. A 
possible reason for this could be the fact that In the urban areas the people were relatively 
more educated and so already aware of these aspects even before the KGMU team embarked 
on their task of behaviour intervention. In Gorakhpur, on the other hand, the respondents from 
both rural and urban areas recollect with relative ease the fact that the KGMU laid stress mainly 
on cleanliness. 



Gorakhpur 

Rural 

Urban 

1 

1 


2. Aspects of daily living which were 
discussed: 

Cleanliness 
Proper daily routing 
Proper ventilation 
Regular exercises 
Need for potable water 
Care of Elders 

Harmonious atmosphere 

3. Aspects of Health Care which were 
discussed: 

Treatment only from qualified doctors 
Immediate treatment 
Knowledge of seasonal illness 
Say No to superstitions 
Aware from addiction 
Avoid tension 
Family planning 
Knowledge of AIDS 
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There were eight areas In the field of health care which were taken up during the 
behaviour intervention but the oniy two aspects which have retained in the memory of the rurai 
respondents are that treatment should always be taken from a qualified doctor (68 per cent 
responses) and that on falling ill treatment must be given immediately (50 per cent responses). 
It is these two aspects which are most crucial among the list of eight in this group and so it is 
to the credit of the KGMU team that people have remembered this advice. Moreover, in the 
prevailing atmosphere of the rurai areas it will take quite an effort to make an impact on people 
regarding aspects such as staying away from all types of addition, from superstitkans, etc. 
Contrary to this almost three-fourth of the respondents remember that the KGMU team 
discussed all the eight aspects of health care The response was low oniy with respect to 
knowledge regarding AIDS. Once again the response received from both rural and urban areas 
of Gorakhpur indicated that the only aspect about which they can recollect is that treatment 
should always be taken from a proper qualified doctor alone. 

The third aspect of behaviour intervention was to promote health education among the 
control group households selected by the KGMU team in the two districts. There were four main 
areas which the team wanted to stress on and they were - relevance of balanced diet, that 
people should eat only fresh food and to retain an iron rich diet should cook food in an iron 
cauldron, and to get themselves and their children vaccinated and inoculated on a regular 
basis. The rural areas of Barabanki have followed the same pattern as in case of daily living and 
health care by responding that they mainly remember the KGMU team laying stress on 
balanced diet. Even in the urban areas this was the case as we received a positive response 
from around three-fourth of the sample covered by us. In the rural area of Gorakhpur the 
respondents remember having been informed about relevance of balanced diet as well as of 
fresh food. In the urban area however people mainly remember that the KGMU laid emphasis 
on having a proper balanced diet. In fact out of the 16 respondents four did not even 
remember any aspect of health promotion which the KGMU had listed. 

The KGMU team had itself indicated that their team would comprise of a total of 6 
members including two doctors, a psychologist, two social anthropologist/social worker and a 
field attendant. We tried to find out the total number of Individuate who visited their village or 
mohalla from the KGMU, Of course, no one could say how many of them were doctors or with 
other qualifications as since all they knew was that a team of doctors had come to their area 
from the KGMU. Most people from the rural areas recollected that between 4 to 6 persons had 
visited their villages since the total response to this effect was around 65 per cent. The rest 
indicated that even a larger contingent had come to their villages, Similarly in the urban 
localities around 82 per cent respondents have reported that the KGMU team comprised of 4-6 
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members. In the case of Gorakhpur all respondents from rural as well as urban areas confirmed 
that 4-6 members had come to their area. From both rural and urban areas the maximum 
number of respondents revealed that this team paid 3-4 visits in their area. A similar picture is 
found in the case of Gorakhpur as well (Table 2.2). 

When we compare the responses received from the villages and urban localities 
individually in the case of Barabanki it is observed that they follow a similar pattern obtained in 
the rural areas or the urban areas as a whole. There are, of course, some variations to be 
found and that is only understandable. It may therefore be said that whether we looked at 
responses related to the KGMU discussions in the areas of daily living, health care or health 
protection neither are wide fluctuations found among the five villages or the five urban 
localities. A similar pattern emerges even with respect to people's recollection about the 
composition of the team which worked in their area as well as the number of visits made by the 
team. 

IL3 RESONDNET'S VIEW REGARDING THE INTERNS AND HEALTH CLUBS 

To assist them in the task of behaviour intervention the KGMU team selected interns 
from each village and urban locality which was selected by them. We, therefore, thought It 
appropriate to enquire from our sample about the duties of these Interns, the regularity with 
which they contacted the control group members, about the health clubs and its activities. All 
these aspects are being discussed with the help of Table 2.3. 

Except for only a handful of the respondents, all were aware of the fact that the KGMU 
had selected individuals from their area to function as interns. This was true In all the villages 
and urban localities of Barabanki. The only exception was Harakh village where around one- 
fourth of the sample expressed their ignorance about interns, Surprisingly, the number of such 
individuals was found in sizeable number In both rural and urban areas of Gorakhpur. In feet 
the proportion of those not aware in urban areas exceeded those who are aware that interns 
had been appointed. 

According to the respondents the main role of interns was to provide health related 
information. Almost 70 per cent respondents from rural areas of Barabanki and around 43 per 
cent from the urban areas of the same district. The interns were also expected to perform some 
other duties such as maintain regular contact with the members of the control group, make 
assessment of the impact of intervention and also to assist the control group members in case 
anyone fails ill. With respect to the respondents the response related to these responsibilities 
was much lower in the case of Barabanki. However, in Gorakhpur there was no response at all. 




1. Are you aware that KGMO had appointed 
Interns: 

Yes 

No 

2. Role of the Interns 

(a) Provide health related information 

(b) Maintain contact with control group 
members 

(c) Assess the impact of intervention 

(d) Help the controlled group in case of illness 


Rural 

4 i 5 I Total 


191 25 1 25 1 23 25 117(93.8) 25 23 25 25 25 


Gorakhpur 




6 - - 2 - 1 8(6.4) 


15 20 21 19 12 
8 11 6 14 7 


8. Did the interns give you health related 
information through the following methods 

(a) Pamphlets 

(b) Community participation 

(c) Individual contact 


9. Do you feel that activities of interns and 
health clubs were useful? 

(a) Yes 

(b) No ; 


10. Are the Interns and health clubs still 
active? 

(a) Yes 

(b) No 




6 21(16.8) 9 
3 12( 9.6) 8 

- 3( 2.6) 

15 65(55.5) 11 4 
9 46(39.3) 14 13 
1 3( 2.6) - 6 


22 92(73.6) 25 22 
13 I 3 33(26.4) - 3 


8 6 12 
10 3 10 




rapi 




19 19 
6 6 


25 25 25 




4(28.6) 3(50.0) 
10(71.4) 3(50.0 


125 14 6 
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The interns were quite active in Barabanki as is evident from the response received by 
the control group who were covered by us. Around 55 per cent from the rural and nearly half 
from the urban areas have reported that they used to visit them once every week. However, in 
both areas around 39 per cent have informed that they visited the households once every 
month. In Gorakhpur, on the other hand, visits by interns were rarely made. 

The KGMU had also formed Health Clubs in each area where the Intervention work was 
in progress. However, while almost the entire control group from he urban area of Barabanki 
were aware of these health clubs, in the rural areas this awareness was only among three- 
fourths of the respondents. In the case of Gorakhpur none of the control group members 
contacted fay us knew about the formation of these health clubs in the rural areas. In the urban 
area only about one-third of the total sample were in the know of the clubs, According to the 
responses received by us around one-fourth of the respondents from both rural and urban were 
not aware of the activities of these health clubs in Barabanki. Those from whom we received 
positive responses informed that the two main functions of these health clubs was that it was 
the meeting place for these interns to discuss among themselves the problems they were facing 
in the conduct of their duties and to find out effective means of promoting awareness about 
health among the control group. According to the respondents health dub meetings were held 
occasionally - around 47 per cent response in both rural and urban areas. Although, the control 
group had no direct link with these health clubs around one-third used to visit them 
occasionally when they wanted some assistance from the intern. However, a majority of them 
never visited the health club. 

As already indicated only a few people from the urban locality of Gorakhpur knew of the 
health clubs and all of them also know about its functtons and they have informed that 
meetings of the dub were heid once a month. However, none of them even visited these health 
dubs. 

The interns were supposed to spread health related information through the display of 
posters and other lEC material, through individual contact and community participatton. As far 
as the first aspect of their activity is concerned the KGMU provided a single page giving in very 
brief information about the intervention work which the KGMU intends to do in the area, that it 
had selected interns for this purpose and formed health dubs. It also highlighted some points 
which had relevance to dally living. The other points did not have any direct relevance as such 
to daily living, health care or health protection. Besides this they also gave a small pamphlet 
which had pictorial scenes demonstration some daily exercises which would help the 
beneficiaries to remain fit. Over 60 per cent respondents accepted that these two pamphlets 
were shown to them by the interns in both rural and urban areas of Barabanki. They also 
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accepted that individual contact was made fay the interns through visit to their households, 
1 hese responses were quite high - touching around 76 per cent and 52 per cent in rurai and 
urban areas of the district respectively. In Gorakhpur, although the interns met them rarely, 
whatever little information related was passed on by interns was through the pamphlets and 
some discussions which they held during the time of their persona! visit to the households. 

As far as the rural households are concerned around 81 per cent feel that the health 
clubs were useful. But the corresponding percentage in the case of urban areas was relatively 
low since only around 61 per cent respondents expressed this opinion. As many as 71 per cent 
of our respondents from the rural area of Gorakhpur did not feel that the health clubs have any 
useful role to play. In the urban area the opinion was equally divided among those who spoke 
well of the health clubs and those who thought otherwise. Our entire sample from both the 
districts confirmed the fact that both the interns and health clubs became disfunctlonal as soon 
as the KGMU project was over. 

VIEWS OF RESPOf^DEMTS ABOUT THE POSITIVE IH^PACT OF INTERVENTION 

The only way to assess the success of any scheme is to try and find out the extent to 
which It has succeeded in having a positive impact on the individuate towards whom It was 
targetted. We, therefore, had a separate section in the schedule for the control group where we 
asked them whether the intervention had any positive Impact on them in different areas of daily 
living, health care and health promotion. This is shown in Table 2.4. Tlie first thing which I 
brought out very clearly by the table is the fact that the degree of Impact Is much more in the 
urban areas as compared to the rural areas in Barabanki, This is quite understandable since our 
sample from the urban areas was relatively better educated. Moreover their urban background 
had given them greater access to knowledge about daily living and health care and also 
relatively better access to medical facilities. With these factors in mind it is easy to conceive 
that the interns really should not have had much of a difficulty at all trying to convey the ideas 
of daily living, health care and health promotion among the households which they were asked 
to look after. The extent to which positive impact could be feft varied between one aspect to 
another within the three broad areas - daily living, health care and health promotion as well as 
among the different rural and urban areas. 

Out of those who did not feel the impact have responded that this was because of 
reasons such as lower levels of literacy, their faith in tradition and superstition, economic 
problems and their overall lack of interest in these aspects. This is the aspect which needs to be 
looked into seriously. No programmes, however good, can be successful without proper 
participation of the target group. And if there are people who show lack of interest then rt calls 
for greater motivation and more efforts towards creating awareness among the individuals. 



Barabanki 


Urban I Rural I Urban 


Totd 11 


(a) Smokeless kitchen 

(b) Cleanliness while cooking 

(c) Proper ventilation 

(d) Cleanliness inside and around the house 

(e) Balanced diet 

(f) Regular exercises 

(g) Proper daily routine 

(h) Safe drinking water 

(i) Harmonious atmosphere of the household 

(j ) Care of the elderly 

2. Impact on Health Care 

(a) Knowledge of seasonal diseases 

(b) Treatment only from qualified doctors 

(c) Timely treatment of every ailment 

(d) Discard all superstitions 

(e) Knowledge about AIDS 

(f) Knowledge related to Family Planning 

(g) Evils of addiction 

(h) How to avoid tension 


3, Impact on Health Promotion 

(a) On health education 

(b) On balanced diet 

(c) On regular life 

(d) On advantages of clean environment 


(a) llliteracy/Less education 

(b) Traditional method 

(c) No interest 

(d) Economic problem 


5, As a result of the intervention do you feel that 
there has been a positive impact in your family' 

(a) Yes 

(b) No 

(c) To some extent 

6. Suggestions for improving intervention 
programme 

(a) Proper publicity about health care through 
posters/exhibitions 

(b) Intervention on a regular basis 

(c) Proper training and remuneration to Interns 

(d) PHC Doctor should also be involved 

(e) No resp o nse 



8 5 7 4 6 30(24.0) 11 7 8 10 9 52(41.6) 


8 8 10 6 7 39(31.2) 7 13 3 - 7 30(24.0) 12 

9 12 8 15 12 56(44.8) 7 5 14 8 9 43(34.4) 7 


9 10 7 8 9 

13 8 11 12 10 

7 11 10 78 

8 9 7 5 7 

2 3 3 4 2 


43 10 8 7 5 6 

54 8 9 12 6 11 

43 6 5 6 10 7 

36 7 10 5 9 7 

14 3 2 2 3 2 


The effects of the lack of interest is best reflected from the fact that despite many 
people suggesting that the intervention had a positive impact on their attitude towards these 
aspects, when we look at actual acceptability of these habits of daily living and health care less 
than one-fourth of the respondents from rural and barely around 42 per cent from the urban 
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areas have accepted that their households have started following the guidance which was given 
to them by the KGmu doctors during their visits or by the interns who were to continue the 
work even in the absence of the KGMU team. Around 45 per cent from rural and around one- 
third from the urban areas say that they are foilowlng the advice given to them to some extent. 

Ttie suggestions offered by the respondents for bringing about improvement in the 
intervention programme are that there should be proper publicity about healthcare etc, through 
extensive use of posters and other lEC materia! and by holding regular exhibitions and camps. 
That intervention should be taken up regularly so that people keep being reminded about 
advantages of daily living and health care. They feel that the interns after being selected, 
should be given proper training. Only then can they do their work effectively. Moreover, they 
should also be given some remuneration which wifi serve as an incentive to put in hard work. 
Finally, they felt that If the work is to achieve success the doctor attached to the PHC must be 
involved extensively in the entire process from the stage of initiation till its completion. 


II.5 PERCEPTSOW OF THE CONTROL GROUP MEMBERS 

One of the main areas of focus in health care was to impress upon on the control group 
the fact that in case of an illness they should only visit a qualified doctor. Our findings reveal 
that if we look at the pre and post-intervention scenario, in the rural areas only around 68 per 
cent of our respondents were going to a recognized doctor for treatment of various ailments 
this total included those going to the government hospital (around 37 per cent) and those 
visiting private doctors (around 31 per cent), before the KGMU started its behaviour 
intervention. After the intervention this percentage has gone up to nearly 89 per cent with an 
almost equal share out of this going to public and private agencies respectively for treatment. 
Those not going to a recognized doctor relied on household treatment, local hakeem, or the 
'jhoia' type doctor. In the urban areas around 95 per cent respondents had been going to 
regular doctor even before intervention. This comprised of around 43 per cent visiting 
government hospitals and 52 per cent getting treated in private hospitals/ciinics. Intervention 
has ensured that even the remaining 5 per cent are now going to a recognized doctor (Table 
2.5). 

It can be observed that there is a greater reliance on private hospitals/clinics. In the 
case of rural areas before intervention around 31 per cent respondents had been visiting them. 
But after intervention their proportion has gone up to around 46 per cent. These percentages 
are even higher in the urban areas. Before intervention 52 per cent respondents had been 
going for treatment to private agencies and this share went up marginally to 56 per cent. 
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In the case of Gorakhpur as weii as the proportion of those visiting a quaiified doctor 
has gone up from around 62 to 86 per cent when we look at the pre and post-interventfon 
scenario. In the urban area this percentage was around 81 per cent before intervention and 
went upto 88 per cent as a result of the intervention. 

In botli districts it is observed that a high proportion of the respondents even in rural 
areas are going in for private treatment. This is happening even when the treatment in the 
government hospitals is very highiy subsidised. One of the factors which go against the 
popularity of government centres is that they do not offer proper facilities. Doctors do not come 
regularly, do not take proper care of patients and even medicines which were to be provided 
free are not easily available to the people who visit them. Consequently, half the respondents in 
rural areas have expressed their dissatisfaction with the facilities available in government 
hospitals, Even in the urban areas around 38 per cent of the control group members are not 
satisfied with the government hospitals. Even in the case of Gorakhpur around half the 
respondents of rural areas and 38 per cent from urban areas were critical of the government 
run hospitals (Table 2.5). 

We asked the control group members whether they felt any difference between the 
community interns selected by the KGMU team and the government appointed ANM/Health 
workers. A total of 58 per cent responses in rural areas of Barabanki were that a difference 
does exist. Even in the urban area the response accepting a marked difference between the 
two was found as reported by around 54 per cent respondents. Out of those who felt that there 
was a difference, a relatively higher proportion felt that the interns were better than ANM/ 
health workers. This proportion was 62.5 and 57.4 per cent in rural and urban areas 
respectively. The grounds on which they felt that interns were better and that they used to visit 
their household relatively more frequently and give a health related advice and also assisted 
them when any one fell ill. As against this, those who feel that the ANM/health workers are 
better do so because of the fact that they are more quaiified and as a result of this training 
they can offer better guidance on matters related to health. In the rural areas all the 
respondents were of the opinion that such interventions should be done on a regular basis, In 
the urban areas however, those sharing this view were only around two-thfrds of the total 
respondents. In Gorakhpur the scenario was reversed. While all from urban areas favoured the 
idea of having intervention on a regular basis, only around two-thirds from the rural areas 
thought so. 

To sum up^ therefore, the control group consisted of a majority of persons who were 
literate. The proportion of educationally qualified persons was higher in the urban areas. The 
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average household income was around Rs.61 thousand in rural and around Rs.97 thousand in 
the urban areas of Barabanki. In the case of Gorakhpur the average income was around Rs.73 
thousand and Rs.78 thousand in rural and urban areas respectively. The KGMU team did work 
in areas of daily living, health care and health promotion. Around 4-6 members from KGNU 
visited both the districts and made on an average five visits in the rural and urban areas in 
Barabanki and around 3-4 visits in Gorakhpur. The respondents have confirmed that interns 
were appointed by the KGMU to assist in the work of behaviour intervention. While In Barabanki 
the interns were quite active they were not so in Gorakhpur. However, the interns discontinued 
all their activities as soon as the intervention work was over. 

The respondents claim that the intervention work did have a positive impact on them. 
However, the actual position is that these effects were shortlived and lasted only while the 
KGMU work was in progress. This is reflected by the fact that even according to the 
respondents themselves only around one-fourth in rural and around 41 per cent in urban areas 
have actually adopted all the various suggestions given by KGMU. However, the main plus point 
of the intervention is that people are now going to regular doctors in much larger numbers after 
intervention in rural areas as compared to what they did prior to the intervention. Many of the 
respondents feel that the interns are better as compared to the ANM/health workers appointed 
by KGMU. 


One of the ways to assess the impact of any intervention programme is to simultaneous 
select a sample from the uncontrolled group along with that from the control group and assess 
the variations in the awareness levels among the members of the two groups. One would 
obviously expect a relatively higher degree of awareness among the control group since they 
have been the direct beneficiaries of the interventions. We, therefore, selected a sample of 10 
households from each of the five rural and urban areas of Barabanki and the single village and 
urban mohalla of Gorakhpur to try and assess the differences between them and the control 
group members with respect to daily living, health care and health promotion. In this chapter 
we will discuss their general characteristics, knc -'?dge of aspects related to daily living, health 
care and health promotion, awareness among the households about the KGMU intervention, if 
any, their general preference with respect to treatment of ailments and their views about the 
existing medical facilities being provided by the government in their area. 

3.1 GEM£RAlJWFORMATION_ABOyTm&.yRCOI^mQMiP,.6^^^ 

We obtained details about this group related to their age, education, caste and 
household income, etc. An effort was made to select the households In such a way that It would 
represent the low, medium and high income categories. All this information has been tabulated 
and is presented in Table 3.1. In the rural areas of Barabanki district approximately 40 per cent 
respondents were found in the two age groups of 24-45 and 45-60 years. The rest were above 
60 years. In the urban areas around 54 per cent were concentrated in the age group 45-60 
years and were followed by those in the age group 25-45 years (36 per cent). In rural 
Gorakhpur they were almost evenly distributed in three age groups as is evident from the table 
while in the urban area half the total respondents were In the age group 25-45 years. Looking 
at the households from a caste-wise basis the OBC category was dominant in rural Barabanki 
accounting for half our respondents. In urban Barabanki the maximum number (42 per cent) 
were from the minority group. There were variations among the different villages. Harakh for 
example had only OBC households while in the case of Mohana only one household belonged to 
the OBC category. Similarly, in the case of urban areas Durgapuri had no minority household 
while Balmiki Nagar had only one minority household. In Gorakhpur the OBC category 
dominated in the village while in the urban area maximum number of households were from 
general caste. 


Characteristics 


Barabanki 


Ag® group: 
Below 25 years 
25 — 45 years 
45 — 60 years 
Above 60 years 


Caste: 

Genera 

SC/ST 

OBC 

Minority 


Rur^ 


10 


5 Total 


Urban 


20 

19 

11 


7 

25 

17 

1 


Toa 


1 

18 

27 

4 


Gorakhpur 


Rural 


1 


9 

13 

7 

21 


Urban 


1 


Educationai Qualification; 

Illiterate 

Upto Class VIII 

High Schod/lntermediate 

Graduate and above 


12 

26 

11 

1 


10 

13 

12 

15 


Average size of Households 


7.5 


5.2 


7.3 


7.9 


6.1 


6.8 


4.7 


5.5 


6.1 


5.1 


5.4 


5.4 


7.4 


Income Category: 

Low 

Medium 

High 


16 

22 

12 


13 

20 

17 


5.3 


Average income of 
respondent 


45000 


2660d 


32400 


4430q 


5765d 


41 ISO 


5440q 


8770d 


7040d 


62600 


6560d 


68144 


36800 


45500 


Average income of the 
household 


87200 


41950 


48800 


68300 


59550 


61160 


69060 


90100 


84600 


75600 67400 


77352 


48300 


51900 


N.B.; In Barabanki , the names of vilages and urban localities are as follows; 

Rural - 1. Harakh; 2. Israuliseth; 3. Abahipur; 4. Ibrahlmabad ; 5. Mohana. 

Urban- 1. Balmikinagar; 2. Lakhpedebagh; 3. Durgapuri ; 4. Safya Premi Nagar ; 5. Peerbatawan 

In Gorakhpur 

Rural - 1. Araji Chauri 
Urban- 1. Humayunpur 


From the point of view of educational qualifications around one-fourth of our 
respondents from rural areas and around 20 per cent from the urban areas were Illiterate. 
Those who had studied upto Class VDI accounted for 52 per cent of the respondents in rural 
areas. Consequently only around 25 per cent had educational qualification above Class Vm. In 
the case of the urban areas however 30 per cent respondents were graduates or above. Almost 
an equal number were of those who had studied upto Intermediate level or only upto Class 
vm. In Gorakhpur not a single respondent was illiterate from rural or urban area. However, 
while 50 per cent had studied only upto Class vm in rural area, in the urban area half be 
respondents were graduates or above. 

The average household size worked out to be 6.8 in rural Barabanki and 5.4 in the 
urban area of the district. In Gorakhpur the corresponding figures were 7.4 and 5.3 for the rural 
and urban area respectively. The average income of households worked out to be Rs.61 and 

























































In a situation where literacy levels are as high as 75 and 80 per cent in the rural and 
urban areas respectively among the members selected from the uncontrolled group in 
Barabanki, it is not at ail surprising to find that people have shown awareness in varying degree 
regarding different aspects of daily living. The awareness levels are relatively higher in the case 
of urban areas as compared to the rural areas and this too is understandable since the urban 
population has greater exposure about these aspects. Even in the case of health care a similar 
picture emerges with a sizeable number of the respondents having knowledge about aspects of 
heaitli care. What is encouraging is to note that over 70 per cent respondents were aware of 
the fact that treatment of all ailments should be done without a delay and that one should visit 
only a qualified doctor for treatment. The respondents have indicated the various sources from 
where they have gained information related to daily living and health care. In the rural areas 
the two most important sources are family members and the media, In the urban areas the 
ranking is reversed and media is most important followed by the family members. It is 
unfortunate that the health workers do not seem to be playing an active role in spreading 
awareness and only a few respondents have named them as their source of information (See 
Table 3.2). However, there is considerable difference between having awareness about these 
aspects of daily living and actually making practical use of this knowledge in their daily routine. 
Looking at the responses received it is revealed that less than half the respondents in rural 
areas are actually following the best suited methods of daily living and health care. Fortunately, 
in the urban areas the proportion of such persons is around 70 per cent. Those who do not 
follow these simple rules related to daily living and health care claim that this is so since they 
do not have time or sufficient finances to ensure that their houses are properly ventilated, to 
take a proper balanced diet and only visit a qualified doctor etc. for getting treatment. At least 
these people have given a reason which sounds justified to a degree. But those in the rural 
areas who claim that they are not interested in proper health care are the ones who need to be 
motivated because this is a case of total ignorance (Table 3.2). In Gorakhpur also we find a 
similar pattern as far as awareness about daily living and health care is concerned. However, in 
both rural and urban areas 60 per cent of the respondents claim that they are also making 
practical use of this awareness in their daily routine. 


Rli] 


1. Daily living; 

(a) Smokeless kitchen 

(b) Cleanliness while cooking 

(c) Cleanliness inside and around the house 

(d) Personal hygiene 

(e) Cross ventilation in the house 

(f) Balanced diet 

(g) Safe drinking water 


2. Knowledge of Health Care 

(a) Treatment without delay 

(b) Treatment only from qualified doctors 

(c) AIDS awareness 

(d) Knowledge related to Family Planning 

(e) Significance of regular exercise 

(f) Awareness that tension leads to mental illness 

(g) Evils of drug addiction 


3. Source of Information about daily living and 
health care 

(a) Family members 

(b) Health worker 

(c) Media sources 

(d) Neighbours 

(e) KGMU team/Interns 

(f) Aanganwadi workers 


4. Do you use this knowledge in your daily life 

(a) Yes 

(b) No 


5. If No, reasons? 

(a) Lack of time 

(b) Economic problem 

(c) No interest 

(d) Lack of knowledge 



UNCONTROLLED GROUP MEMBERS 


Despite the fact that the uncontrolled group members In Barabanki did not come in 
direct contact with the members of the KGMU team, around 72 and 76 per cent of them from 
rural and urban areas respectively were aware of the fact that a team of doctors had come to 
their area and worked in the area of intervention. In the rural areas a larger proportion had 
knowledge related to the work done in the field of daily living and health care as compared to 
health promotion. However, almost an equal number were aware of all these three activities in 
the urban area of Barabanki. Strangely enough while 60 per cent were aware of the work done 
by the KGMU in rural area of Gorakhpur, only 50 per cent had this knowledge in the urban area 
(see Table 3.3 for details). 






















































Detais 


Barabanki 


ijOlt 


Detais 




Rurd 


L_ 



Urban 


Rural 

Urban 


1 

m 

m 

E 

m 

Totd 

B 

m 

B 

E 

B 


1 

1 

1. Do you have any knowledge about KGMU 
intervention: 

(a) Yes 

4 

8 

10 

6 

8 

36(72.0) 

9 

8 

7 


7 

38(76.0) 

6 

5 

(b) No 

6 

2 

- 

4 

2 


1 

2 

2 


B 

12(24.0) 

4 

5 

2. If Yes, which types of intervention were done? 
(a) Daily living 


8 

8 

6 

8 

34(68.0) 

9 

8 

7 

7 

6 


6 

3 

(b) Healthcare 


8 

9 

4 



9 

D 


6 

7 

EIiimI 

6 

3 

(c) Health Promotion 


6 

5 

3 



8 

B 


6 

6 


3 

2 

3. In your opinion intervention was useful? 

(a) Yes 

3 

6 

8 

4 

6 



5 

B 

5 




3 

(b) No 

1 

2 

2 

2 

2 

EBl 


B 

B 

B 


mi 


2 

4. If intervention was Useful, are you also 
benefilted by it? 

(a) Yes 

3 

4 

1 

4 

3 

21(77.8) 

4 

4 

4 

3 

2 

17(63.0) 

4 


(b) No 


m 

II 

- 

3 

6(22.2) 

3 

1 

2 

2 

2 

10(37.0) 

2 

1 

5. Do you have any knowledge about interns/ 
Health Clubs? 

(a) Yes 

1 

1 

6 






4 


3 

■ 

4 

3 

(b) No 

Dl 


□ 



m 


B 

B 


4 


2 

2 

6, If Yes, what is your view about them? 

(a) Very Good 


1 


1 

1 

2 

1 


•M. 

H 



■ 


(b) Good 




D 



D 


2 

n 



2 


(c) Average 


H 


B 



B 

B 


n 

hI 


2 

1 

(d) Not so good 


D 


B 



n 

Bl 


9 


u 

- 

2 


Among those who were aware of the intervention around three-fourths from rural areas 
and over 70 per cent from urban areas in Barabanki were of the opinion that this intervention 
was useful. In Gorakhpur the proportion of people expressing satisfaction with intervention was 
relatively lower. Out of the total number of respondents who were aware of the intervention 
around 72 per cent from rural and 50 per cent from urban areas of Barabanki were aware of 
the fact that the KGMU had selected interns and had formed health clubs. In Gorakhpur the 
percentage was 66 and 50 respectively in the rural and urban areas. However, a relatively 
higher proportion of these respondents felt that these interns or clubs were average or not 
good. This holds for both rural and urban areas of both districts (Table 3.3). 

3.4 RESPONDENTS PERCEPTION REGARDING EXLSTIMG 

HEALTH FACILITIES 

We enquired from the respondents about their general pattern of getting treatment for 
any ailment. In the case of the rural areas of Barabanki it was found that while only around 36 
per cent went to the government run PHC/CHC or sub-centre for treatment, around 40 per cent 
preferred to go to a private doctor. Tills could be so because the PHC and CHC etc. are not 
giving them satisfactory services. In fact this has been verified by the statements of the 
respondents themselves since 58 per cent have expressed their dissatisfaction with the facilities 
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which are available to them in the government hospitals. In the urban area as such It is found 
that 54 per cent of the respondents prefer a government hospitai while 4G per cent are in 
favour of going to treatment to a private hospital. This is so despite the fact that only 48 per 
cent are satisfied with the services which are provided to them in the government hospitals. In 
Gorakhpur the scenario Is slightly different and 60 per cent respondents of rural areas get 
treated in government hospitals while in the urban area 80 per cent are relying on private 
hospitals for their medicai treatment. However, whether people are going to a government or 
private source for treatment it is a very good sign to see that majority of the people are going 
to a proper agency which has qualified doctors for their treatment. The reasons for their 
dissatisfaction with government hospitals are on account of the fact that government hospitals 
do not have regular supply of medicines, treatment is not proper since doctors do not come 
regularly, etc. These are the common grievances of the people in both districts and in rural as 
well as urban areas (see Table 3.4 for details). 

Table 3.4: 




Barabanki 



1. Where do you normally go for treatment? 

(a) Government hospital 5 

(b) Private hospital 5 

(c) Hakeem 

d) Household Treatment 


2. Are the existing facilities of government 
hospital satisfactory? 

(a) Yes 

(b) No 


3. if No, lack of facilities 

(a) Lack of medicines 

(b) No proper care/treatment 

(c) Doctors irregular 

(d) Inadequate facility of pathological test 

(ej Shortage of dedicated doctors 
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To sum up, therefore, it is found that a majority of our respondents are literate. 
Illiterates accounted for less than twenty per cent of urban respondents and around 25 per cent 
in rural areas. The average size of the household was 6.8 in rural and 5.4 in urban areas of 
Barabanki. The corresponding figures were 7.4 and 5.3 in the case of Gorakhpur. Average 
income of households worked out to Rs.61 thousand in rural areas of Barabanki and Rs.77 
thousand in urban areas. In he case of Gorakhpur the income was found to be Rs.48 and Rs.52 
thousand in rural and urban areas respectively. 
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In a situation where literacy levels are quite high it was not surprising to find that 
people have shown awareness regarding various aspect of daiiy living and health care in both 
the districts. However, when it comes to utilizing this knowledge in their day-to-day behaviour 
less than half the respondents from rural areas and around 70 per cent in urban areas are 
actually following the advise given regarding daily living and health care. 

Despite the fact that this group did not have any direct link with the control group, a 
large number of them know about the KGMU intervention, health interns, etc. However, a 
relatively lower proportion felt that the interns were effective. 

The encouraging fact which emerges is that a very high percentage of respondents are 
going to qualified doctors whether in the government or private hospitals for their treatment. 
But by and large they are dissatisfied with the facilities offered by the government run 
hospitals. 


BACICGROUND OF INTERWS AMD THEIR PERCEPION 
OF THE iCGMO IMTERWENTIOM 

In the two chapters preceding this one we have carried out an analysis of the control 
group members with respect to their background, the impact which has been made on them as 
a result of the intervention carried out by the team from KGMU and their views related to the 
intervention as well as about the medical facilities which are available to them in government 
hospitals and whether or not they are satisfied with these facilities. A similar analysis was also 
carried out of the members who were from the uncontrolled group to find out their background, 
whether they were aware of the work done in the area of daily living, health care and health 
promotion and what they thought of the work which the KGMU had attempted. We also tried to 
find out what is the normal approach adopted by them in case they want to get treatment for 
any ailment. 

In this chapter we will focus our attention on the interns who were selected by the team 
of KGMU and about the health clubs which were also formed by the KGMU team. Besides this 
we will also highlight the main points which have arisen from our focussed group disicussions 
with a few Pradhans, Sabhasads, staff of the PHC, etc. related to the effectiveness and utility of 
the intervention work. 

4.1 THE COMMOWITY INTERIMS 

In the entire work of carrying out behaviour intervention the community interns were to 
piay a pivotal role. In fact, it would be fair to state that the success of the intervention 
programme primarily revolved around the sincerity, zeal, regularity and dedication put in by the 
interns in spreading awareness among the control group members about the necessity to bring 
about changes in their attitude towards daily living, health care and health promotion. The 
KGMU team visited all the villages and urban localities from time to time and did speak to 
members from the control group. But it was the interns who had a special role since they were 
selected from the same areas from which the control group members had been chosen and 
therefore it was expected that being from the same area the interns would be able to 
communicate with people more effectively and will be able to influence them to adopt the 
methods which would enable them to enjoy a better health. 


On an average the KGMU appointed 4-5 interns In each village and urban locality. Since 
they were to create awareness among the people the effort was to select educated people for 
this purpose. The background of the interns is being provided in Table 4.1. It is very clear from 
Table 4.1 that out of the five villages in Barabanki 5 interns were selected in three and 4 interns 
in the other two villages. A similar pattern was found in the urban areas except for the fact that 
in one locality there were only three interns. In Gorakhpur, however, 4 interns were selected 
for the rural area and one in the case of the urban area. 

Since the interns were expected to spread awareness among people it was essential 
that they should be educated enough and have communication skill to be able to convey the 
message which they wanted to spread effectively. We, therefore, find that in the 5 villages of 
Barabanki combined almost 61 per cent of the interns were educated upto the high school or 
intermediate level. While in the urban localities the overall number of interns with education 
upto graduate or above accounted for nearly 73 per cent of total interns. Even in Gorakhpur the 
interns were highly educated. Three-fourths in the rural areas and all in the urban locality were 
graduates. 

There were mainly three methods adopted by the KGMU team for selection of these 
interns. The first was a random house to house survey and direct contact with members of he 
households. From among them they selected suitable candidates for the interns job. The 
second was by holding a meeting of the village community or in the urban locality and then 
identifying educated and willing persons for assisting the KGMU in the intervention work by 
working as Interns. In the villages of Barabanki these were the two most important methods 
adopted. However, the single most important method in the urban areas of Barabanki was 
identification during meetings. The third method, though less popular, was by asking an already 
selected Intern to suggest names of other people who are educated and would be willing to 
take up the assignment. In Gorakhpur all the four interns in the village were selected directly by 
the KGMU team while in the urban areas one was selected by KGMU and the name of the 
second had been proposed by the first intern. 

Since the Interns were to play an important role in the intervention work they should 
have been provided proper training. However, over half the interns have reported that they 
were not given any training (56.5 per cent). Even in the urban areas only half the interns were 
given training. In the case of Gorakhpur neither the interns selected from rural or urban areas 
were given any training. In fact even the interns who were given some training, the training 
was not forma) during which the interns were given detailed instructions as to how they were 
expected to influence the control group. 


Looking at the age group-wise distribution of the interns a majority of them were 
concentrated in the age group of 25-45 years in the rural and urban areas of both Barabanki 
and Gorakhpur. Even among individual villages and urban localities the pattern was the same 
(Table 4.1). 

Table 4.1: Backqroond of Irateras ae^d their seiecfcton procedure 

toabanki Gorakhpur 


of Irateras 


Barabanki 


Gorakhpur 


Rural Urban 


1.Ag@ Groups: 

(a) Below 25 years 

(b) 25 — 45 years 

(c) 45 ~ 60 years 

(d) Above 60 years 
Total No. of Interns 


2. Educational Qualiflcstion: 

(a) Upto Class VIII 

(b) High School/lntemiediate 

(c) Graduate and above 



5. Average number of households per intern 


6, Functions of dia Hoalih Club: 

(a) T 0 discuss progress of the work of interns 6 5 

(b) To solve problems of interns 3 - 


7. Duties assigned to you: 

(a) Daily Bving 

(b) Health Care 

(c) Health promotion 


8, Frequency of your visit in control group HH 
(a) Twice In a month 
4-5 times in a month 


9. No, of visits done by KGMU team in healtr 
club and control HH residence: 

(a) 2-3 times 

(b) 4-5 times 

(c) 6-7 times 

(d) 8 and above 


10. Number of KGMu Team Members: 

(a) Upto 5 

(b) 6-10 

(c) 11-15 



2-2 
3 5 2 


In the case of Barabanki the KGMU team had selected a total of 100 households as the 
control group from each village and urban locality. Consequently, each interns were allotted 
around 20-25 households for carrying out their intervention work. In some cases the number 
exceeded 25 and so the average number of households per intern worked out to be 27 in the 
five villages taken together and 23 in the five urban localities taken together In Barabanki 
district. The duties which were assigned to these interns was to create awareness among the 
members of the control group with respect to various aspects related to daily living, health care 
and health promotion. 
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The interns from the five villages of Barabanki have reported that they generally visited 
the families allotted to them 4-5 times a month (91.3 per cent response). The interns of the 
urban locairties were generally visiting the households allotted to them generally twice a month 
as indicated by around 59 per cent interns. 

The KGMU had also set up health clubs in each locality, whether rural or urban. The 
interns were the members of these health clubs and the main function of these health clubs 
was that they served as meeting places where the interns could discuss among themselves the 
problems which they were facing in trying to convince people to follow their Instructions related 
to daily living, health care and health promotion. These health clubs were located generally in 
the residence of any intern from among the 4-5 interns of a given rural or urban area (Table 
4.1). 

As reported by the interns the frequency of the visits of the KGMU team to the 
households of the control group and the health clubs was high as far as the rural areas of 
Barabanki is concerned. As many as 52 per cent interns have told that the KGMU team visited 
their area more than 8 times. However, the response from the urban localities indicate that 
KGMU members visited their locality only 2-3 times during the entire period when the 
intervention work was In progress. 

It has already been indicated in Chapter n that the KGMU team was supposed to 
comprise of a total of sbt members. However, according to the interns particularly from the 
rural areas of Barabanki, the total number of individuals visiting the villages was much more. In 
fact, in the rural areas of Barabanki, the recorded information is that the team visiting from 
KGMU comprised of 11 to 15 members as reported by almost 74 per cent interns. Even in the 
urban areas half of them have reported that the KGMU team comprised of 10-15 members 
while another 45 per cent reported that the team constituted of 6-10 members. In the case of 
the village in Gorakhpur the information provided by Interns is that the team had 6-10 
members. There was variation in the information provided by the two interns from the urban 
locality of Gorakhpur. While one reported that the team had around five members, according to 
the second intern the KGMU team had 11-15 members. 

4.2 PERCEPTION OF THE INTERNS WITH RESPECT TO 

THE INTERVENTION WORK 

We had asked the control group members to offer their views about the intervention 
work carried out by the KGMU in order to assess Its efficacy from their point of view. In a 
similar fashion we also enquired from the interns about the work done by the KGMU in terms of 
its utility and impact. The responses received in this connection have been tabulated and are 
presented in Table 4.2. 




Barafaanki 



(a) Yes 

(b) No 


7. Resaora for not motvsting ihm: 
(a) No incenfive 

Project is completed 


5 2 4 2 4 
3 3 4 4 1 


2 4 12 
5 3 3 4 


The responses received indicate that the interns are quite satisfied with the KGMU team 
which visited their area. Nearly 70 per cent interns from the rural and nearly 64 per cent from 
the urban areas of Barabanki felt that the KGMU team was good and if we add the proportion 
of those who felt that the team was very good we have less than 9 per cent and 5 per cent 
interns from the rural and urban areas respectively who have reported that the team from 
KGMU was average. In the case of Gorakhpur however all the 6 interns from rural as well as 
urban area combined felt that the KGMU team was very good. 

When we asked the opinion of interns about the impact of the KGMU intervention on 
daily living, health care and health promotion it is observed that according to the interns of 
Barabanki the work done in the area of health care was effective as positive responses were 
received by 87 and around 95 per cent interns respectively in rural and urban areas. In the 
urban area however it was considered to be effective. Regarding the intervention with respect 
to health care and health promotion in Barabanki nearly 35 and 44 per cent interns in rural 
areas felt that the intervention was not effective. In the urban areas however the interns had a 
better opinion because a majority of them thought that intervention was effective even with 
respect to health care and health promotion (Table 4.2). 
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In the case of Gorakhpur however the interns had identical views regarding the three 
aspects of Intervention. In the rural areas all interns felt that the impact of intervention was not 
effective while interns from urban areas felt it was effective. 

The reasons advocated for lack of effectiveness of the impact of the intervention in rural 
Barabanki were pointed out as inadequate visits by the KGMU team, short duration of the 
programme and lack of motivation. In the urban areas the reasons cited for lack of 
effectiveness were inadequate visits by the KGMU team and lack of motivation. Similarly, in the 
rural areas of Gorakhpur inadequate visits and short duration of the intervention programme 
were the main reasons for its non-effectiveness. 

None of the interns from either of the two districts have been motivating the control 
group members after the project being conducted by the KGMU was over. The reasons cited for 
this are that the project is over and also that there is no incentive for doing the work (Table 
4 . 2 ). 

The KGMU team was supposed to develop various lEC materials which were to be 
utilized by them as well as the interns who were to utilize them while motivating the members 
of the control group. In fact one set of the training and lEC modules which they claim to have 
developed and used was deposited in the office of the U.P. Health Systems Development 
Project, by the KGMU. However, neither the interns, nor the members of the control group 
were shown these modules let alone give it to them so that they could make use of the same. 
In fact the only printed material handed over to the interns were as follows: 

(i) A one page pamphlet which gave a very brief information about the fact that the KGMU 
was carrying out an intervention, had appointed interns and had formed health clubs. It 
also highlighted a few aspects of daily living. The other points mentioned did not have 
any direct relevance to either health care or health promotion (Given at the end of the 
report). 

(ii) One pamphlet was given to the interns showing pictoral demonstration of a few 
exercises which the control group members were expected to do to relieve mental 
tension and stress (Given at the end of the report). 

(iii) For each household selected as the control group a printed family folder was given to 
interns. These folders kept details of the family members and a monthly account of the 
medical problems faced by the household members (Given at the end of the report). 
From among the in interns who were selected from any given area, the KGMU team 

selected one member whose residence was to serve as the meeting place for the health club. 
The intern was supposed to get a board painted which would mention the health club. The 


payment for this was to be made by the KGMU. However, not ali health clubs got these boards 
prepared since the did noi provide them funds. 

In the case of Barabanki the interns put in hard work as long as the intervention project 
was going on. The main reason why they took so much interest was because the KGMU team 
had promised them that although they were not going to receive any monetary benefit initially, 
they would be given regular jobs if they put in hard work. It was under this Illusion that the 
interns worked to spread awareness among the members of the control group. 

Yet another reason why the work in the rural areas of Barabanki was carried out with a 
degree of sincerity was because the doctor attached to the PHC was very popular in his area 
and the KGMU team had held a meeting with him to explain the type of activity which they had 
planned and they had the support of the doctor as well. However, by the time our evaluation 
took place he had been posted out of the Harakh PHC so we could not hold discussion with 
him. 

In the case of Gorakhpur the interns from rural area reported that despite the fact that 
the KGMU team did visit their area but ail that they laid stress was on eating fresh food, 
keeping food covered and doing exercises regularly every morning. All that was done with 
respect to the Health Club was that its board was painted but meetings were not held on a 
regular basis. Despite the assurance by the KGMU team that they will keep visiting them 
regularly they did not do so after the three initial visits. A similar picture emerges from the 
urban area of Gorakhpur as well. Tliough the KGMU team did visit the area initially. It was 
because of the indifference shown by the KGMU team that they too did not take their work 
seriously. The other factor behind lack of seriousness was that there was no incentive to do so. 
In a situation where the KGMU gave absolutely no incentive whatsoever to the interns it is 
difficult to imagine why they would take an active interest in motivating people. In Barabanki 
there was at least a false hope of getting a regular job if they worked hard which kept the 
interns motivated. 

4.3 VIEWS OF THE INFLUENTIAL PEOPLE REGARDII^G THE INTERVENTION 

In the rural areas of Barabanki we spoke to four Pradhans and had discussions with 
three Sabhasads in the urban areas. Besides this we also had discussion with a staff member of 
the PHC who has been working for some time at Harakh PHC and knew about the intervention 
work done by the KGMU. The doctor attached to the PHC had been posted recently and so was 
not aware of the type of work done by the KGMU. The points, which emerged from these 
discussions, are given in Table 4.3. 
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1 


L Total Number 

2. Did the KGMU team meet you before staring intervention 
Yes 

No 

3. If Yes, in what connection? 

To seek co-operation 

To select interns 

4. How many members were ifi the KGMU team? 

Upto 10 

Above 10 

5. Number of visits by the KGMU team in the area: 

Less than 5 

More than 5 

6. Were the appropriate persons appointed as interns? 

Yes 

No 

7. What were the duties of Interns? 

To provide heafth awareness 

Help people during Ulness 

8. What were he functions of the health club? 

Discuss problems arising in spreading awareness 

No knowledge 

9. Did the KGMU team show any display material? 

Pamphlets 

No knowledge 

10. Did the intervention have a positive impact? 

Yes 

No 

11. Are interns and health club still active? 

Yes 

No 


4 


4 


2 

2 


3 

1 


4 


3 

1 


2 

2 


4 


2 

2 


4 


3 


2 

1 


2 

1 


3 


3 


2 

1 


1 

2 


2 

1 


2 

1 


3 


1 


1 


1 


1 


1 


1 


1 


1 


1 


1 


It is quite evident from the table that the KGMU team met some influential persons in 
each area before they began the intervention. They sought their help in selecting the interns 
and in some cases even the control group members. According to them the KGMU made the 
right selection of interns. However, not all of them were of the view that the intervention had a 
positive impact on the control group. They also confirmed the fact that interns and health clubs 
have become Inactive once the project was over (Table 4.3). 

To sum up, therefore, we may say that since the interns were crucial to the success of 
the intervention programme the KGMU made a good start by selecting educated persons as 
community interns. However, they were not provided proper formal training considering the 
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fact that they were expected to perform an important task in motivating people to Improve their 
aiiftude towards daily living, health care and heaiuh promotion. Besides this they were not even 
provided the audio-visual lEC material which was to be an important component with the help 
of which the interns could make a positive impact on the members of the control group. The 
KGMU team was not even very regular, particularly in Gorakhpur, in visiting the selected areas 
and have a regular contact with the interns or the members of he control group. Consequently 
the interns in Gorakhpur were indifferent towards their work. To make matters worse, there 
was no incentive of any kind to ensure that the intern's work wouid be appreciated if they could 
produce the desired results. In fact, the KGMU team resorted to making false promises to the 
interns in Barabanki in order to get work done by them and since these promises were not 
fulfilled the interns are feeling cheated and are very critical of the KGMU team. 


The present study aimed at evaluating the task undertaken by the KGHU team to carry 
out behaviour intervention in 500 rural and 500 urban households of Barabanki district spread 
over 5 villages and 5 urban localities and 25 rural and 25 urban households of one village and 
one urban locality each from the districts of Gorakhpur and Muzaffarnagar respectively, For 
some reason no work was done in My^affamagar and so oyr analysis revolves 
around the work done by the KGMU in Barabanki and Gorakhpur. 

The study was based on primary information collected from these two districts. For this 
three schedules were developed. The first schedule was for the control group members who 
were the target of the intervention work carried out by the KGMU. The second schedule was for 
the uncontrolled group and the third for the interns who were selected for motivating 
individuals. Our total sample, therefore, was as follows: 


Category of Sample 

Rural 

Urban 

Total 

Control Group 

140 

140 

280 

Uncontro! Group 

60 

60 

120 

Interns 

27 

24 

51 


The objectives and research methodology have already been discussed in detail in 
Chapter I and so we will focus attention on the main findings of the study and then make our 
observations and offer our conclusions. 

5.2 OURCQMTROL GROUP 

It was good to observe that a majority of persons were literate. Of course, the 
educational qualifications were much higher among the urban households. 

As far as the intervention work done fay the KGMU is concerned, the majority of 
respondents were aware of the work done by the team led by Dr. S.C.Tewari from the KGMU. 
They reported that work was done in the field of daily living, health care and health promotion. 
The team of KGMU doctors comprised of around 6 persons and they made around four visits to 
both rural and urban areas. The control group was also aware of the presence of interns and 
the health ciubs. 


37 


Despite he fact that the control group members report that the intervention work had a 
positive impact on them but only a much lower percentage accept the fact that they are also 
utilizing their knowledge in actual practice. This goes to show that he impact had only a 
temporary impact lasting only as long as the intervention programme was being run by the 
KGMU. However, one important fact which emerges is that the control group members have 
certainly become aware of the fact that treatment of any ailment whether minor or serious 
should always be treated by a qualified doctor only. Those visiting qualified doctors have shown 
an Increase after the KGMU intervention. 

Members of the control group had their own views as to whether the interns were better 
than the ANMs/Heafth workers. A relatively higher percentage were in favour of the interns. 
Those in favour of interns advocated that they were better since they visited their households, 
gave them good advise and helped them get treated in case of illness. On the other hand, 
those in favour of the ANM/Heaith workers felt that they were better since they were more 
qualified and properly trained and so they can provide proper guidance. 

By and large, the control group members are dissatisfied with the facilities provided by 
government hospitals, PHCs and CHCs on the ground that there is a perpetual shortage of 
medicines, doctors are irregular and so the patients do not get the care that is expected in a 
hospital. 

5.3 AfilALYSZS OF THE RESPONSES OF THE MEMBERS 

REPRESENTING THE UNCONTROLLED GROUP 

As was the case with members from the control group even among the uncontrolled 
group the literacy levels were high and illiterates were few. Since literacy levels are high It was 
not surprising to find that the awareness levels about different aspects of daily living and health 
care were also found among them. However, what was not so encouraging was the fact that 
when it comes to utilizing this awareness in their daily Iffe, the individuals were not so serious. 

Despite the fact the uncontrolled group did not have any direct link with the KGMU team 
a large number of them were aware of the intervention programme which was conducted and 
about the role played by interns in this programme. However, a relatively lower proportion of 
the respondents felt that the interns were effective. 

Since the group consists of educated persons a high percentage are visiting a qualified 
doctor for treatment either in a government hospital or a private clinic. 

5.4 THE COMMUNITY INTERNS AND THEIR ROLE IN INTERVENTION 

The interns, as has been indicated in Chapter IV were crucial to the success of the 
behaviour intervention programme. This was so because they were the ones to spread 
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awareness among the control group members on the various aspects related to daily living 
health care and health promotion. Tne KGfdli team could at the most make a few visits to each 
selected location. Thus the success of the programme revolved around the sincerity and 
dedication put in by the interns. Since they were selected from the same village and urban 
locality from which the control group members were identified it was expected the interns 
would maintain regular contact with the control group and keep extending their help. 

On an average the KGMU selected 4-5 interns from each location both rural and urban. 
Since they were expected to perform an important role care was taken by the KGMU team to 
select educated persons to work as interns. As a result the interns in both districts were well 
educated. However, one thing where the KGMU team did not pay sufficient attention was on 
providing them proper formal training. They were only briefed about their role before asking 
them to assist in the intervention programme. On an average each intern was to look after 20- 
25 members from the control group. Besides selection of these interns the KGMU team also 
formed health ciubs in each location and all the interns of the area were its members. They 
were expected to meet in these clubs and discuss the problems, which they were facing while 
spreading awareness among the control group, and to sort out these problems among 
themselves and also with the help of the KGMU team when it visited their area. While the 
interns took their work seriously in the rural as well as urban areas of Barabanki, the same was 
not true in the case of Gorakhpur where the interns report that the KGMU team did not show 
enough interest themselves in the work they were doing. 

Yet another area where the KGMU team did not perform its task effectively was in 
providing the lEC material as had been indicated by them. They did develop a number of 
posters and other lEC material but it did not reach the interns. In fact all that the interns were 
given were: 

(i) A single page pamphlet indicating the work being doe by KGMU and a few tips related to 
daily living. 

(ii) A pamphlet indicating a few exercises which the control group members were supposed 
to do regularly to relieve them from any stress. 

(iii) A printed Family Folder, which the interns were to keep for each family, litis kept record 
of the details of the household and a monthly account of the illness which may have 
been reported by the households. 

The KGMU team in the case of Barabanki also committed the mistake of giving false 
promises to the interns of both rural and urban areas. They were promised a regular job once 
the project was over provided they worked hard and made the intervention programme a 
successful one. 
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5.5 ¥IEWS OF THE IWFLOEWTIAL PERSOWS 

In order to obtain further information about the intervention work we also held 
discussions with some influential persons like the Sabhasad and Pradhan in order to obtain their 
perception regarding the work done by the KGMU. They informed that the KGMU team had met 
them before they began their work and sought their co-operation to ensure community 
participation and in the selection of interns. According to majority of them the KGMD team 
made about 5 visits to the area and that the interns selected by them were appropriate for the 
job. The opinion was divided among them regarding the impact made by the intervention. 

Another fact, which emerges is that, the interns and the health clubs were working only 
as long as the KGMU project was going on. And they are now totally inactive. 

5.6 COWCLOSIOWS 

The KGMU team carried out work related to behaviour intervention in the districts of 
Barabanki and Gorakhpur. For this they selected five villages from Harakh block and five urban 
localities in the case of Barabanki. From Gorakhpur they had selected the village of Araji Chaurl 
and the urban Mohalia of Humayunpur. However, although it was indicated that in the case of 
Muzaffarnagar they had selected the village of Pachenda Kala and the urban Mohalia 
Brahmpuri, the KGMU made just one visit to each of these places. 

Brahmpuri is a posh locality of Muzaffarnagar and from this locality they met Dr, Ranjit 
Singh who is a doctor and also runs an NGO by the name Lok Kafyan Samftt. From Dr, Ranjit 
Singh they got the names of Dr. Harbeer Singh and Mr. Mohammad Rafeeq. They were 
included along with Dr. Ranjit Singh as their interns for the urban area. But neither Dr. Harbeer 
Singh nor Mr. Mohammad Rafeeq were told that they have been appointed as interns. In fact 
the KGMU team did not even meet them. Besides this Dr. Ranjit Singh was requested to invite 
some individuals living in the vicinity of his residence and these are some names which figure in 
their list of control group members indicated by the KGMU. However, no discussion regarding 
the intervention work was held. Dr. Ranjit Singh was given a few posters and was asked to get 
a board painted indicating the existence of the Health Club. The KGMU team promised to come 
later to initiate the intervention programme. But they failed to come back. 

Similarly in the case of Pachenda Kala village, which is on the outskirts of Muzaffarnagar 
a five member team from KGMU met the ex-Pradhan and asked him to collect a few villagers 
who they could talk to. With these people the team spent a couple of hours and gave them a 
general lecture about cleanliness. Tliose who were present during this discussion were listed as 
members of the control group and a few were selected as interns. However, from among those 
selected as interns only Shri Satyendra Kumar was aware of the fact that he had been selected 
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as Intern. The KGMU team promised to return with other doctors to create awareness among 
the viiiagers regarding health care, however^ no second visit was made by them. 

We managed to contact 16 members from the list given as control group members from 
Pachenda Kala and 15 from the list of control group members indicated from Brahmpuri and 
they all confirmed that rso work reSated to behaviour intervention was carried out In 



Even between the two districts of Barabanki and Gorakhpur the main effort put (n by the 
KGMU team was concentrated in Barabanki district. The reasons for this are obvious. In the first 
place Barabanki was the sole district which they had identified for the purpose of their study. 
Therefore, they had selected a large sample covering 500 households each from the rural and 
urban areas. The fact that Barabanki is so close to Lucknow it was always going to be easy for 
them to control the project. Reaching any selected location of Barabanki from Lucknow is 
convenient ad the distances can be covered in around an hour or so. Consequently It was 
possible for the KGMU to make a number of visits comprising of many team members. 
Gorakhpur and Muzaffarnagar were added later on and that probably explains why the sample 
covered only one village from each of the two districts and one urban locality to represent 
Gorakhpur and Muzaffarnagar. Moreover only 25 households were identified from each location. 
While Muzaffarnagar is well over 400 kilometres from Lucknow, even Gorakhpur is over 200 
kilometres. It was, therefore, not easy to control the work even in Gorakhpur. This, therefore, 
explains why the work was done more seriousiy in Barabanki alone. 

In both the districts of Barabanki and Gorakhpur a majority of the people from the 
control group remembered that the KGMU team had visited their village and discussed various 
aspects of daily living health care and heafth promotion. 

They were also aware of the fact that the KGMU had appointed community interns and 
formed health clubs in order to promote awareness among the control group. They were 
generally happy with the work done by the Interns. In fact a large number are of the opinion 
that the interns did a better job than the ANM or health workers who are appointed by the 
government. However, the others felt that the ANM/health workers are better as compared to 
the community interns. 

The control group members are generally of the opinion that the intervention work had 
a positive impact on them. However, while the proportion of such individuals may be high, 
those who also accept that they are utilizing this awareness in their daily life are in a smaller 
proportion. This goes to show that the impact was being felt so long as the project work was 
going on and the interns were visiting the control group members with some degree of 
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regularity. Unfortunately, as soon as the project Was over the interns stopped working arid so 
also the health clubs became dysfunctional. However, one thing which is a definite plus point is 
that if we look at the situation before and after the intervention, it Is found that in the post 
intervention period a larger proportion of the control group members have been going for 
treatment to qualified doctors either in the government hospital or in a private hospital or clinic 
as compared to before the intervention. 

One of the reasons why people have reported a high impact of the intervention is 
because a high percentage of our sample from both rural and urban areas is literate. This 
clearly highlights the fact that if any programme is to achieve success it is positively correlated 
with the educational levels of the target group. As a result we find that awareness about daily 
living, health care and health promotion was relatively higher among the people from urban 
areas. 

By virtue of the fact that levels of education are high and illiterates constituted a low 
percentage of the total sample from among the uncontrolled group as well, even they were 
aware of the different aspects of dally living and health care despite the fact that the KGMU 
team did not have a direct contact with them. They had knowledge of the intervention work 
done by the KGMU and some even accepted that they too have benefitted by the intervention 
by coming into contact with either the interns or the control group members. Even this section 
of our sample is mainly aware of the fact that treatment should be taken only from qualified 
doctors. 

There appears to be no distinct difference between the respondents from control and 
uncontrol groups if we look at the levels of awareness between them regarding the different 
aspects related to daily living and health care. This becomes clear if we look at the table being 
presented below. 





Daily Living 


Smokeless Kitchen 


Cleanliness While Cookin 


Control Grou 


Barabanki Gorakhpur 


Rural i Urban Rural Urban 


(125) I (21) I (16) 


Uncontrol Grou 


Barabanki Gorakhpur 


Rural Urban Rural Urban 


(50) (50) (10) (10) 


25 



Balance Diet 


Safe Drinking Water 



100(80.0) 92(73.6) 11 (52.4) 


8(80.0) I 7(70.0) 



Regular exercise 


Avoid tension 


Evils of Drug addiction 


58(46.4) 


38(76.0) J 7(70.0) | 6(60.0 


In the case of the control group the respondents have indicated the positive response 
which they have felt as a result of the behaviour intervention. On the contrary the uncontrol 
group were asked about this awareness regarding the same aspects related to daily living and 
health care. Thus the table clearly highlights the fact that there is not much to choose from 
between the two groups of Individuals. 

The KGMU started the intervention work on a correct note by selecting educated 
persons for the work of community interns. However, they did not bother to give them any 
formal training which would have made the task of spreading awareness that much more 
easier. A proper training would have given them better insight into the different aspects of daily 
living, health care as well as health protection on one hand and on how to approach the control 
group members to be able to convey this message on the other. A casual approach was 
adopted by the KGMU and whatever little training was given was highly informal and did not 
serve the desired purpose. This is reflected in the fact that although the control group members 
accept the fact that the intervention had a positive impact on them, they are not seriously 
utilizing their knowledge in their day to day activities. In fact some have even reported that 
they are not interested in changing their life style and this does not speak very well of either 
the attitudes of the people nor of the effort put in by the KGMU and the team of interns. 
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Not only were the interns not given any formal training they were not even provided 
with the lEC material which was supposed to have been developed by the KGMU team for this 
purpose. Our enquiry from both members of the control group as well as the interns clearly 
revealed that the lEC material was conspicuous by its absence. The only material provided to 
the interns were one pamphlet indicating the intervention work being undertaken by the KGMU, 
the presence of interns and health clubs and some very simple aspects of dally living. Besides 
this a second pamphlet distributed among interns showed pictoral demonstration of a few 
exercises which are useful in reducing stress. Besides this the KGMU team distributed Family 
Folders which each intern was expected to maintain of each and every household from the 
control group under his care. 

Yet another aspect which was lacking was that although the interns were to play such a 
significant role in the intervention process there was absolutely no incentive for them to work 
hard and sincerely. In fact, in the case of Barabanki the interns put in really hard work on the 
false hope given to them that their hard work would be rewarded by giving them a regular job 
once the project was over and in case their work was found satisfactory. As a result this group 
of interns is a highly dejected lot and feels that it was cheated by the KGMU team. 

The influential person like Village Pradhan and Sabhasad, etc. were fully aware of the 
work done by the KGMU team. They had actually been contacted before the intervention work 
was initiated and their help was taken in obtaining co-operation of the community as well as in 
the identification of interns. However, even these persons are divided in their opinion as far as 
the utility of the interns and effectiveness of the intervention programme is concerned. 

Finally we may say that the intervention programme had achieved a reasonable degree 
of satisfaction among the members of the community as revealed in their statement that it had 
a positive impact on them. However, the impact was not a lasting one and once the project was 
over the interns as well as the health clubs became non-functional and a large number of 
people have gone back to their old ways. We have a classic case where a female intern from 
the rural area of Barabanki frankly admitted the fact that so long as she was actively working as 
intern her own father was seriously making efforts to give up smoking. However, as soon as the 
work was over her father has resumed smoking at the same old rate. The KGMU spent quite a 
sizeable amount on the intervention work and the results do not speak very highly in favour of 
its cost effectiveness. 

The work of interns can not be a success so long as we want them to function merely as 
workers for a social cause. There has to be an incentive of some sort if they are to work 
sincerely. Moreover, we already have the ANM and health worker appointed by the 



government. They can easily be asked to spread awareness among the people and inculcate a 
proper attitude among them with respect to health care, health promotion and daily living. 

Since the work done by the KGMU related to spreading awareness in general about 
health care and daily living, the facts reveal that in the rural areas in particular there are only 
around twenty-five per cent individuals who are utilizing this knowledge in their daily lives. In 
the urban areas the percentage is somewhat higher at around 42 per cent and this too is far 
from being impressive. This itself gives an indication towards the fact that not much impact has 
been made in the morbidity levels either. 
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1 .0 TjWHT 

1.1 1.2 fcfcfTm 

1.3 ^ 1.4 WT 

1.5 1.6 illfl . 

1.7 cf^ ^ cF 


1.8 uf# 1.9 ^ , 1-10 arrg. 

1.11 TcTT 1.12 c(|f^cf> 3TT3T (^o) 

1.13 ^ ^ ■■ 

(3T) TTPM (^'r W 3TI7f)N) 

(1) 2 %7F^ ^ cfPT 3TRI ■ 

(ii) 2^5 (Wf 7|7f) 

(lii) 6 3fk srfSRP 31FI 

(W) 3TFT Rf)0 ) 

(i) 20, 000 ^ (f^ 3TFT TFf) .' 

(ii) 20,000 ^ 1,00,000 cfcf? 

(iii) 1,00,000 ^ 3lf^ 3TRT cpf) 

2.0 tjto: ^ ‘ • • ■ 

2.1 mRc|K ^ TRTTfr cfTf TR5Tr .' 

" 5 ^ 

. 

2.2 3TI^ Tjrf 5 ■' ' ^ 

5 ^ ^ 15 ^ W 

15 ^ ^ 60 ^ cfcfj .' 

60 ^ ^ 

tfRcfR 3?^ ^iTcT^RTt cf5t n!t^, .<;.;.... 

irR^ 3PT ■cf?f4'?cf cf?!' crrffji? 3 tr7 (^o). 


2.3 

2.4 


wr SIFT f^FTfcTfecT ^ ^'«TFr'^?^-t aik ^ ^ egpr t - 


fl) 

^ Yl%cr ^ ^£rrf^ 

□ 

.. r ; .'*■' ' 

(if) 

'isIHf ■ffFFf '(-q-cwcll 3TTcr?5T^ ^ 

FT 1 1^1 1 

(iii) 

^ cTSIT ^ ^ 31RFTRT aiFRZIcf? t 

F'lZ]'^ [U ''■' 

; ■ ', ' ^ t.t 

Civ) 

■ -g^r sFcllI ^ 

(Frar £it^, FT?fr ^ wtt ^oinf^) 

' if 0'=T^ CH '■■' 

::;.v,ii' S.r 

(V) 

F^ aiY cHyf ?c|Rj^' srFHT 

BfD ^lifD 

(Vi) 

F^ etFT . 

■ 

. i'" n'. ! i'. i' 

(vii) 

^ ^FJuTeT ^nll^ 

^•■. ■ ::' ;r .• - ^ 

' '" ‘'-F [ZI"''^[I]"^'‘ 


^ 3.1 ^ ^ ^ ^ t ^ WTian^Ff^, ^ FM fan? 


Tqr^cnf^ 

^5^ WFTlr ^ 


I I Fv!^fe,c}7>f^3#,.^ \~2 


■ ’ ) ‘ ‘ 


ar^ (3c^ ^ ..;. V.. 

w 3F7^ w# I^FTferfecT aTT^^i^' t ? ' ''. ;:n:;Hl: 


i' '/i[''/iM 


(i) 

#Tr^ ^..fr #11^ ^ ?eIM 

.^D 

Cii) 

F^ ^ ^ 

F Eo 

(iii) 

x^ 6fT^ FTFT ’■ ■ ^ ■ ■'■' ■'.' 

F’ n ^[Z] 

Civ) 

•ql^ Mvjft ^ FpraF^t' ■ ■'■ i^'"!''! '' f 

■.,... ..... 7,-, .. , 

/• ‘ 

(V) 

5 :’*:■ . ; . ■ - •• '■• ■ • /_ .' ;: ■ ■ 1 ' : ; 

^•azT c^ czrrFF arrawF? t , 



(Vi) cPM ^ 

:(vii) 1%^ ^ , cR? W W ^ '~ ^lPicbKcb t j Q] ^ 

3.4 3.3 ^ HoR '# t ^ ^ sncff # GTR'chl'St STFTcI^ cf5^ ^ 1^? 


3.5 


4.0 

4.1 


4.2 


4.3 

4.4 


4.5 


'fRlK WR 

STR ('dcTX^'ilSI 0y) 


I I ■ cRfft 

I I -sf^fech wrr 


□ 


W 3.3 ^ RTcff ^ ^ ^ Rrr9J~RT9T,31R 

^icjgiRch ^ wfnr t? ^ I 1^1 I 


3.6 ^ ^ crt qRt ^ ^ ? 


^o '^O TRo ^0 -gRT ^ uTRW^ , . 

3 ijM 0 iffg / Hlsecl ^ <^|c|BlRct 5 ^-^^^RcfRRf ^ cfiji 3 Trqc}^ efT^ 

t? 

'^rf^ cfr ^o ■^0 x:Ro ■JJo c^ ■gRT cfflR— '^■^^SRcfRRi' TRli ? 


(i) R?R“W^ RRR?r 


□ 


(ii) WRSzr ^ RFfipeft 

(iii) ^ RRFe5t Q 

W 3 TTR^ ftRR ^ ^ ^^cR?H Wfrift 2 TT ? # O' ^ CU 

irf^ wM 2TT eft W 3TR 

tf mi' R# EH 

C^o vj?to TRo ^o glRT 'Pl^4Ti‘ "^TSTT ^RR^ZI cj-ei'sl ^ 

STFRf^ RFRfR^ 1 1 



16 


5.0 

5.1 


5.2 


5.3 


^ ^ rfr ^ 3Trq^ w t ? 


■^31^ : dl' EH EH ' 



cfcf^ ^ efr ^ ^-gzr -^gff ^ ^ 3cfl^T?IT'^ ' •:, f/ii 

■^TTSTiwcrar airq- wrr^ ^ #RTfM i> ^ ^ f ? 


■^FRW^ SfWcIM 

■ □ 




□ 


□ 

^ftcn' w^ 

□ 

^TF5~t^ 

* C\ 



• W 3TN ^ WP7 ^ ^ W ^ ^ t 

^ ^ ^3ff ^ W ^ t? 


I 

I 

I 

I 

I 

Pi 






/\NK 1 L XUt-! c Mo. (■', 


i 

i 

I 

i 

3 

I 

i 

1 

I 

I 

I 

f 

l 


1, Name 


Points for Discussions with Community Interns 
2. District 


3. Village/Mohalla'. 


, 4. Age (Years) . 


5. Education Qualifications 


6. Through whom did the KGMU approach you for selecting you as a Community Intern? 


7. Did they train you after your selection as a Community Intern? Yes i I Mn I i 

If Yes, duration of training (days) 

Was this duration sufficient? YesO NoD 

8. What duties were assigned to you? 

9. Were you asked to keep regular contact with the control group? Yes j j No j j 

10. If yes the frequency of your visit: 


11. How many households were under your charge? 

12. Were you given any payment for the services provided by you? Yesl — i NoD 

13. If yes, how much? 


14. Who formed the Health Club? Community Interns ! , i KGMU I i 

15. Who were its members and the number of households in each club? 

16. What were the functions of the Health Club? 


17. What type of help was provided by the KGMU for the Health Club? 

(a) Monetary Help | [ (b) Posters/Display materials 


□ 


(c) Audio/Video publicity material CZH (d) Any other (lecture by KGMU Team etcL_l 

18. Did the KGMU team spend time with you to visit the selected households and the Health 

Clubs? 1 

19. If yes, bow many visits were made by the KGMU Team? 

20. How many members were in the KGMU research team? 

21. How good was the team? — _ — 






2 


22. Was the lEC material which was developed by the KGMU good? Yed I No | 1 

23. Where and how was it utilized? 


24. In your opinion what was the impact of the Intervention on the selected households in the 
following areas? 

(a) Daily Living: Very Effective ) | Effective [ j Not very effective j | 

(b) Healthcare; Very Effective [ [ Effective | | Not very effective [ [ 

(c) Health Promotion: Very Effective | [ Effective | | Not very effective | [ 

25. In case the Intervention was not effective, what were the reasons? 


26. In case Intervention was not effective what should have been done to make it more 
effective? 


27. Do you continue to motivate the households and run the Health Club even after the KGMU 

project is over? 

Yes j I No I" I 


28. If No, reasons for not doing so? 


29. Do you feel that such interventions need to be carried out Regular int^ls? 

YesOJ .NoLJ 




11 L HO. '7 


1 . 

2 . 


Points for 


e Pradhan and KGOb 


Did die KGMU team meet you before they began thetr Intervention? Yes f'"" 1 Ncj 

If Yes, in what connection? 


3. 

4. 

5. 


11 , 


12 . 

13. 

14. 


How many members were in the team? 

How long did they stay In the vUlage/mohaSla? 
What type of Intervention was done by them? 


6. Did they take your help in selecting Community Interns? Yes { ~~ ] No [" | 

7. Do you think the right persons were selected as Community Interns? Y ^ j No [ ] 

8. If No, what was wrong in their selection? 

9. What was the work of the Community Interns? 

10. What were the activities of the Health Clubs? 


How regularly did the KGMU team, the Community Interns and Health Clubs meet wth 
the selected households? 


(a) KGMU team 

(b) Community Interns 

(c) Health Clubs 


Did KGMU team/CommunIty Intarn/or Health Clubs display any poster's or any other lEC 
material for Improving the living conditions. Improving health care and improving health 

promotion among the households selected for Intervention? 

YesQ NoQ 

If Yes, were these lEC materials useful? Yes | [ No [ [ 

Do you feel that the intervention has brought about Improvements in the selected 
households in the following areas: 


(a) 

Living Condittons 

Yes 

(b) 

Health Care 

Yes 

(c) 

Health Promotion 

Yes 



m 






15. If Yes, to what extent? 

(a) Living CondftkMis: Considerable Impfovenrient f~ | 


(b) HeaSh Care: 

(c) Health Promotion: 


Considerable Improvement j j 
ConsHerabte Improvennent | | 


Slight Improven^nt 
SIfeht Improvement 
Sl^ht Improverr^nt 


16. If No, why? 


17. Are the Community Interns and Health Clubs stiH active in your vitege/mohaia or did 

they stop functioning after the KGMU intervention was over? 

Yes I I NoL 


□ □□ 


ANs)ex.UR£ No » H 


2. 

3. 


Points for Discsisslons wlA the Doctm* at th® PHC 

Did the KGHU team approach )wj before and during the conduct of OirirJjehsvfeur 
Intervention? Yes FH No r~l 

Did they ask you for any type of help in the conduct of their study? YesFF] No| | 
How many persons were in the team? 


4. Do you know what type of intervention was conducted by them? 


5, 

6 , 

7. 

8 . 


Are you aware that they selected Community Interns and fom^ Health Club? . 

YesLJ NoLJ 

If Yes, what were the functions of the Community Bitems and Hecdth Ciub? 

(a) Community Interns 

(b) H&ilth Clubs 

Do you think that the idea of making Community Interns and Health Clubs was a ^>od 
idea? 

Yes I I No 


Since the health system already has ANM's and health workers what extra work can m 
expected from the Community Interns? 


• i 


The KGMU team prepared some lEC materials (Posters, etc.). Did you seeJbe sam^ 

YesL—j 


No 


10. If Yes, how was the lEC material used by the KGMU team or the Community Interns? 


11 . 

12 . 


13. 

14. 

15. 


In your opinion did the KGMU team did the Intervention work effectively? 

Yes I I N<Q 

In what way did it have an impact on the househoW where the Intervention was 
conducted? 

(a) Proved useful in Improving living conditkms 

(b) Proved useful in improving health care 

(c) Proved useful In improving heafth promotion 

(d) Useful in aH three areas 

(e) Did not serve any purpose 

Are the Community Interns and Health Clubs stIH worWng? 

Did the KGMU utilize your services in the Intervention? 

If Yes, in which way? 


□ 

YesO !*.□ 
YesCJ NoCJ 


16. Did the KGMU team refer any cases from among their selectwl househ olds t o ycy for 
treatment white their Intervention was in progress? Yes | I Nc Ht 




